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(1) Respect, dignity, and recognition 
of his or her individuality and personal 
needs, and sensitivity to his or her psy-
chological needs and ability to cope 
with ESRD; 

(2) Receive all information in a way 
that he or she can understand; 

(3) Privacy and confidentiality in all 
aspects of treatment; 

(4) Privacy and confidentiality in 
personal medical records; 

(5) Be informed about and partici-
pate, if desired, in all aspects of his or 
her care, and be informed of the right 
to refuse treatment, to discontinue 
treatment, and to refuse to participate 
in experimental research; 

(6) Be informed about his or her right 
to execute advance directives, and the 
facility’s policy regarding advance di-
rectives; 

(7) Be informed about all treatment 
modalities and settings, including but 
not limited to, transplantation, home 
dialysis modalities (home hemo-
dialysis, intermittent peritoneal dialy-
sis, continuous ambulatory peritoneal 
dialysis, continuous cycling peritoneal 
dialysis),and in-facility hemodialysis. 
The patient has the right to receive re-
source information for dialysis modali-
ties not offered by the facility, includ-
ing information about alternative 
scheduling options for working pa-
tients; 

(8) Be informed of facility policies re-
garding patient care, including, but not 
limited to, isolation of patients; 

(9) Be informed of facility policies re-
garding the reuse of dialysis supplies, 
including hemodialyzers; 

(10) Be informed by the physician, 
nurse practitioner, clinical nurse spe-
cialist, or physician’s assistant treat-
ing the patient for ESRD of his or her 
own medical status as documented in 
the patient’s medical record, unless the 
medical record contains a documented 
contraindication; 

(11) Be informed of services available 
in the facility and charges for services 
not covered under Medicare; 

(12) Receive the necessary services 
outlined in the patient plan of care de-
scribed in § 494.90; 

(13) Be informed of the rules and ex-
pectations of the facility regarding pa-
tient conduct and responsibilities; 

(14) Be informed of the facility’s in-
ternal grievance process; 

(15) Be informed of external griev-
ance mechanisms and processes, in-
cluding how to contact the ESRD Net-
work and the State survey agency; 

(16) Be informed of his or her right to 
file internal grievances or external 
grievances or both without reprisal or 
denial of services; and 

(17) Be informed that he or she may 
file internal or external grievances, 
personally, anonymously or through a 
representative of the patient’s choos-
ing. 

(b) Standard: Right to be informed re-
garding the facility’s discharge and trans-
fer policies. The patient has the right 
to— 

(1) Be informed of the facility’s poli-
cies for transfer, routine or involun-
tary discharge, and discontinuation of 
services to patients; and 

(2) Receive written notice 30 days in 
advance of an involuntary discharge, 
after the facility follows the involun-
tary discharge procedures described in 
§ 494.180(f)(4). In the case of immediate 
threats to the health and safety of oth-
ers, an abbreviated discharge procedure 
may be allowed. 

(c) Standard: Posting of rights. The di-
alysis facility must prominently dis-
play a copy of the patient’s rights in 
the facility, including the current 
State agency and ESRD network mail-
ing addresses and telephone complaint 
numbers, where it can be easily seen 
and read by patients. 

§ 494.80 Condition: Patient assessment. 

The facility’s interdisciplinary team 
consists of, at a minimum, the patient 
or the patient’s designee (if the patient 
chooses), a registered nurse, a physi-
cian treating the patient for ESRD, a 
social worker, and a dietitian. The 
interdisciplinary team is responsible 
for providing each patient with an indi-
vidualized and comprehensive assess-
ment of his or her needs. The com-
prehensive assessment must be used to 
develop the patient’s treatment plan 
and expectations for care. 

(a) Standard: Assessment criteria. The 
patient’s comprehensive assessment 
must include, but is not limited to, the 
following: 
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(1) Evaluation of current health sta-
tus and medical condition, including 
co-morbid conditions. 

(2) Evaluation of the appropriateness 
of the dialysis prescription, blood pres-
sure, and fluid management needs. 

(3) Laboratory profile, immunization 
history, and medication history. 

(4) Evaluation of factors associated 
with anemia, such as hematocrit, he-
moglobin, iron stores, and potential 
treatment plans for anemia, including 
administration of erythropoiesis-stim-
ulating agent(s). 

(5) Evaluation of factors associated 
with renal bone disease. 

(6) Evaluation of nutritional status 
by a dietitian. 

(7) Evaluation of psychosocial needs 
by a social worker. 

(8) Evaluation of dialysis access type 
and maintenance (for example, 
arteriovenous fistulas, arteriovenous 
grafts, and peritoneal catheters). 

(9) Evaluation of the patient’s abili-
ties, interests, preferences, and goals, 
including the desired level of participa-
tion in the dialysis care process; the 
preferred modality (hemodialysis or 
peritoneal dialysis), and setting, (for 
example, home dialysis), and the pa-
tient’s expectations for care outcomes. 

(10) Evaluation of suitability for a 
transplantation referral, based on cri-
teria developed by the prospective 
transplantation center and its sur-
geon(s). If the patient is not suitable 
for transplantation referral, the basis 
for nonreferral must be documented in 
the patient’s medical record. 

(11) Evaluation of family and other 
support systems. 

(12) Evaluation of current patient 
physical activity level. 

(13) Evaluation for referral to voca-
tional and physical rehabilitation serv-
ices. 

(b) Standard: Frequency of assessment 
for patients admitted to the dialysis facil-
ity. (1) An initial comprehensive assess-
ment must be conducted on all new pa-
tients (that is, all admissions to a di-
alysis facility), within the latter of 30 
calendar days or 13 outpatient hemo-
dialysis sessions beginning with the 
first outpatient dialysis session. 

(2) A follow up comprehensive reas-
sessment must occur within 3 months 
after the completion of the initial as-

sessment to provide information to ad-
just the patient’s plan of care specified 
in § 494.90. 

(c) Standard: Assessment of treatment 
prescription. The adequacy of the pa-
tient’s dialysis prescription, as de-
scribed in § 494.90(a)(1), must be as-
sessed on an ongoing basis as follows: 

(1) Hemodialysis patients. At least 
monthly by calculating delivered Kt/V 
or an equivalent measure. 

(2) Peritoneal dialysis patients. At least 
every 4 months by calculating deliv-
ered weekly Kt/V or an equivalent 
measure. 

(d) Standard: Patient reassessment. In 
accordance with the standards speci-
fied in paragraphs (a)(1) through (a)(13) 
of this section, a comprehensive reas-
sessment of each patient and a revision 
of the plan of care must be conducted— 

(1) At least annually for stable pa-
tients; and 

(2) At least monthly for unstable pa-
tients including, but not limited to, pa-
tients with the following: 

(i) Extended or frequent hospitaliza-
tions; 

(ii) Marked deterioration in health 
status; 

(iii) Significant change in psycho-
social needs; or 

(iv) Concurrent poor nutritional sta-
tus, unmanaged anemia, and inad-
equate dialysis. 

§ 494.90 Condition: Patient plan of 
care. 

The interdisciplinary team as defined 
at § 494.80 must develop and implement 
a written, individualized comprehen-
sive plan of care that specifies the serv-
ices necessary to address the patient’s 
needs, as identified by the comprehen-
sive assessment and changes in the pa-
tient’s condition, and must include 
measurable and expected outcomes and 
estimated timetables to achieve these 
outcomes. The outcomes specified in 
the patient plan of care must be con-
sistent with current evidence-based 
professionally-accepted clinical prac-
tice standards. 

(a) Standard: Development of patient 
plan of care. The interdisciplinary team 
must develop a plan of care for each pa-
tient. The plan of care must address, 
but not be limited to, the following: 
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